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Abstract
Background: Political instability and the civil war in Southern Sudan have resulted in numerous
atrocities, mass violence, and forced migration for vast parts of the civilian population in the West
Nile region. High exposure to traumatic experiences has been particularly prominent in the
Ugandan and Sudanese of the West Nile Region, representing an indication of the psychological
strain posed by years of armed conflict.
Methods: In this study the impact of traumatic events on the prevalence and severity of
posttraumatic stress disorder (PTSD) in a random sample of 3.339 Ugandan nationals, Sudanese
nationals, and Sudanese refugees (1.831 households) of the West Nile region is assessed.
Results: Results show a positive correlation between the number of traumatic events and the
number of endorsed PTSD symptoms. Of the 58 respondents who experienced the greatest
number of traumatizing experiences, all reported symptoms which met the DSM-IV criteria for
PTSD.
Conclusions: There is a clear dose-effect relationship between traumatic exposure and PTSD in
the studied populations with high levels of traumatic events. In this context, it is probable that any
individual could develop PTSD regardless of other risk-factors once the trauma load reaches a
certain threshold.
Background
The debate about the impact of traumatic life events on
psychiatric disorders has a long tradition in psychiatry.
The introduction of posttraumatic stress disorder (PTSD)
into the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-III [1]) manifested the general recognition
that a chronic condition consisting of characteristic symp-
toms including involuntary intrusions of the past, avoid-
ance behavior and a condition of general hyperarrousal
can be caused by traumatic exposure and must be viewed
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alization of PTSD was based on the implicit assumption
that the traumatic event is the main agent for the develop-
ment of PTSD [2]. The initial idea was that traumatic
events could cause PTSD in anyone regardless of pre-
trauma vulnerability.
Contrary to this assumption, the following research
showed that the development of chronic PTSD is rather
the exception than the rule after the experience of a trau-
matic event. Community studies in the US showed that
whereas more than 50% of the population reported the
experience of a traumatic event, the prevalence of PTSD
was not higher than 7.8% [3]. Among the different events
studied, rape seemed to be the most adverse experience,
with about 50% of victims developing chronic PTSD. But
even studies that researched PTSD in those who experi-
enced events considered to be most adverse, like torture in
prison, found PTSD prevalence rates under 50% [4]. The
realization that traumatic exposure is not a sufficient
determinant of PTSD has stimulated vast research into risk
and protection factors for the development of PTSD [5,6].
These studies show that pre-trauma developmental vul-
nerability (adverse childhood, psychiatric history, etc.),
peri-traumatic factors (like peri-traumatic dissociation)
[6], posttraumatic factors (like social support) as well as
genetic factors [7], mediate the development of PTSD,
although effect sizes were generally small.
A popular and intuitively plausible assumption in this
context is the dose-response model of PTSD. This hypoth-
esis predicts that the probability for the development of
PTSD after the experience of a traumatic event mainly
depends on the severity of trauma exposure. Some studies
tried to test this hypothesis by relating the objective sever-
ity of the traumatic event to symptoms of PTSD. However,
the empirical evidence for this model is scarce, with some
findings supporting this hypothesis but many failing to
confirm a relationship with meaningful effect sizes [8,9].
The probability of detecting a relationship between
trauma exposure and PTSD depends on the range and var-
iance of traumatic exposure that is present in the popula-
tion studied. Studies investigating the relationship
between the objective severity of single events and PTSD
are restricted to a narrow variance of traumatic exposure.
Community studies that assess trauma exposure across
different types of traumatic events should be more ade-
quate to examine a dose-effect hypothesis. From a world-
wide perspective, even community studies in
industrialized countries are restricted to a relatively nar-
row range of trauma exposure. In contrast, community
studies in civil populations affected by war enable the
examination of a much wider range of traumatic expo-
sure. These populations present a continuum of subjects
ranging from individuals without any history of traumatic
events to victims with a history of high numbers of severe
events that are rarely to be found in communities without
a history of war. Studying a community sample of Cam-
bodian refugees who had fled the Pol Pot regime, Mollica
[10] actually confirmed a clear linear relationship
between the number of traumatic events and symptoms of
PTSD and depression. Other studies with refugee popula-
tions are in line with this result [11-14]. These studies sug-
gests a specification of the dose-response model; i.e., that
it is not the severity of a single traumatic event that is lin-
early related to symptoms of PTSD, but the severity of pre-
vious cumulative trauma exposure.
Consequently, it can be hypothesized that each individual
who has experienced or is experiencing traumatic events
will develop PTSD after reaching a certain threshold of
traumatic exposure. As this threshold is probably very
high, a large number of subjects exposed to a large vari-
ance of traumatic events is necessary to test this hypothe-
sis. We examined the dose-response relationship in the
context of a large survey in the West-Nile regions of Sudan
and Uganda. The study included Ugandan nationals with
a quite peaceful development in the last decade, as well as
Sudanese nationals living in the Southern Sudan war
region and Sudanese refugees who had fled to Uganda.
Among these groups we expected a sufficient variance of
traumatic exposure to test for the specified dose-response
hypothesis, including an adequate number of subjects
who had to experience a series of extremely severe trau-
matic events. Cumulative trauma exposure was estimated
by assessing the number of different traumatic event types
experienced or witnessed so far. We considered this meas-
urement to be more reliable than assessing the frequency
of traumatic events as many survivors of civil wars
reported countless exposures to specific traumatic events.
To examine the impact of recent traumatic exposure, we
also assessed the traumatic event types experienced or wit-
nessed in the last year.
Methods
As part of a study designed to better understand the
impact of forced migration on fertility, mortality, violence
and traumatic stress among Sudanese nationals living in
southern Sudan and Ugandan nationals and Sudanese ref-
ugees living in northern Uganda, we interviewed 3371
individuals from 1842 households in the Ugandan and
Sudanese populations in the West Nile. Interviews were
structured and were administered in the native languages
of Lugbara or Juba Arabic. The study's design involved a
multi-stage sampling design.
The full training of the interviewers took two months. The
project objectives and the rationale behind the structure
of the survey instrument as well as that of each questionPage 2 of 7
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tion was also paid to issues such as initial contacts, main-
taining a professional attitude while in the field, avoiding
influencing the respondent, and reducing interviewer and
courtesy biases. The importance of collecting information
by means of standardized questions so that the same
question was asked to all respondents is stressed and
questioning and probing skills were developed. Supervi-
sors were instructed separately on data collection guide-
lines, their roles and their responsibility to ensure data
quality. Keeping in mind the sensitive nature of some of
the questions regarding violence and trauma and the fact
that the team members were from the study population
and probably had experiences similar to the respondents,
a workshop on sexual and gender-based-violence was
conducted by a consultant to the UNICEF office in Kam-
pala, before the survey. The aim of this workshop was to
increase awareness and sensitivity of the team towards
respondents and their experiences. Another consultant to
the project reviewed the team's interviewing skills and the
project's data quality control measures just before the start
of the survey. Problem areas were identified and
remedied.
Data were complete and analyzed for N = 3179 respond-
ents: 2,540 (75 %) of the respondents were women (15–
50 years of age) and 831 (25%) were men (20–55 years of
age). Details of the sampling, translation and assessment
procedures, as well as the socio-demographic characteris-
tics of the populations, have been described elsewhere
[15].
Traumatic events were assessed using a checklist consist-
ing of possible war and non-war related traumatic event
types (i.e. witnessing or experiencing injury by a weapon
or gun, beatings/torture, harassment by armed personnel,
robbery/extortion, imprisonment, poisoning, rape or sex-
ual abuse, beatings, abduction, child marriage, forced
prostitution/sexual slavery, forced circumcision, etc.). The
checklist was compiled after interviews with key inform-
ants (security personnel, doctors, community leaders,
women's representatives) and 30 respondents from all
three populations about their personal history of stressful
events. Following these interviews, the single events
obtained in these studies were rated as being potentially
traumatic by experts. The following pilot checklist was
pre-tested among further 44 Ugandans and Sudanese in
areas not selected for the survey and modified according
to the suggestions of the respondents. A primary item
analysis based on inter-item correlations led to the exclu-
sion of some events that were obviously not directly
related to traumatic histories, e.g. the experiencing of
witchcraft. Events included 19 experienced events and 12
witnessed events. Respondents were asked for each event
type if they had experienced or witnessed such an event
ever (i.e., lifetime experience) and if it happened in the past
year. PTSD in respondents was assessed using the Post-
traumatic Stress Diagnostic Scale (PDS), modified for
assessment by trained lay interviewers [16]. The PDS is a
self-report measure widely-used in industrialized coun-
tries as a screening instrument for the diagnosis and sever-
ity of PTSD based on DSM-IV Criteria.
Confidentiality was assured and it was explained that
researchers were not working for any UN or Ugandan gov-
ernment organization. Informed consent was obtained
using a standardized form explaining the potential risks of
participation and explaining that no compensation would
be provided. Informed consent forms were signed by the
respondent and a witness; fingerprints were taken from
illiterate respondents. No financial incentives were pro-
vided and respondents were informed that no improve-
ments in living conditions were to be expected as a result
of participating in the survey. Respondents were provided
with referrals to counseling services provided by NGOs
where available.
Results
As no major clustering effects were expected in this large
sample, statistical analyses were carried out on
unweighted data. To examine the relationship between
continuous PTSD symptoms and the number of event
types reported, we correlated the PDS score and its sub-
scales, intrusion, avoidance and arousal with the number
of event types. The number of event types in life correlated
with the frequency of intrusions (r = .49), hyperarousal (r
= .41) and avoidance (r = .47), all P < 0.001. The PDS
sumscore correlated significantly (P < 0.001) with the
number of traumatic events in the past year (r = .45) and
for the whole life (r = .49; see figure1).
Overall, 31.6% of the male and 40.1% of the female
respondents (N = 3179) fulfilled the DSM criteria for a
PTSD-diagnosis. We divided the whole population stud-
ied in the survey into different groups based on the
number of traumatic event types reported, separately for
the events reported for last year and in life. The initial divi-
sion was made as follows: the first group consisted of
respondents endorsing 0–3 event types, the second group
consisted of individuals endorsing 4–7 event types. Each
following group endorsed an additional four or more
event types. Because the number of individuals in the
groups of 12–15, 16–19, 20–23 and 24–27 event types
was very small for the analyses of events reported last year
(n = 38, 14, 8, 13, respectively), these groups were merged
to two groups of 12–19 and 20–27 event types. Figure 2
shows the number of individuals and the prevalence of
PTSD in these groups, separately for the groups based on
the events reported for the whole life and for last year. The
presentation indicates a near linear rise for increasingPage 3 of 7
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types ranging from 23% in respondents who reported
three or fewer traumatizing experiences to 100% preva-
lence of PTSD in those who report 28 or more traumatic
event types in their past. Figures related to traumatic event
types in the past year display and even more pronounced
increase of PTSD symptoms with significantly higher
prevalence rates for the first three categories of numbers of
events (Figure 2).
Discussion
High prevalence rates of PTSD have been reported for
three different population groups in the West Nile: Suda-
nese nationals (44.6%), Sudanese refugees (50.5%) and
Ugandan residents (23.2%) [15]. Here we show that the
Scatterplot of number of traumatic event types for whole life and severity of PTSD symptomsFigure 1
Scatterplot of number of traumatic event types for whole life and severity of PTSD symptoms. A number ran-
domly chosen in the interval between -.05 and +0.5 was added to both the abscissa and the ordinate to visualize overlapping 
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types of traumatic experiences in particular can account
for the different proportion of PTSD cases. The prediction
of increased PTSD prevalence with increasing number of
traumatic events is consistent with other studies investi-
gating victims of organized violence [11-14].
As demonstrated, the number of traumatic events corre-
lated equally strong with avoidance and with re-experi-
encing symptoms but coefficients were weaker, although
still significant, for the hyperarousal cluster. These results
are in agreement with [17], who also found a strong cor-
relation between cumulative trauma and symptoms of re-
experiencing and avoidance. Contrary to these findings,
Mollica [10] could not find a correlation with avoidance
symptoms. Problems in the translation of the avoidance
items in the PTSD instruments might be responsible for
this difference, as subtle modification in the translation
process may turn PTSD avoidance criteria (like "less inter-
est in important activities" or "feeling as if future plans
will not come true") into unspecific depressive items that
are unrelated to a traumatic experiences.
Typically, even severe single traumatic event produce
PTSD in not more than half of those affected. Therefore,
PTSD is not an inevitable consequence of potentially trau-
matizing events. Results from this study, however, suggest
that there may be no ultimate resilience to ward off PTSD
or that a psychobiological breaking point exists for even
the most resistant individual. In the three population
Prevalence of PTSD and number of individuals in groups of respondentsFigur  2
Prevalence of PTSD and number of individuals in groups of respondents. In this figure respondents are pooled on 
the basis of number of traumatic event types reported for whole life and last year.Page 5 of 7
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28 or more different traumatic event types developed the
full set of symptoms of PTSD. This cumulative trauma
threshold identified in this study is very high and affected
only a small minority of persons even in a war-torn pop-
ulation. Nevertheless, if the cumulative exposure to trau-
matic events is high enough, these results indicate that
anybody will develop chronic PTSD. We conclude that
there is no ultimate resilience to traumatic stress and that
the repeated occurrence of traumatic stress has a cumula-
tive damaging effect on the mental health of the victim. In
these conditions, the effect of pre-trauma factors is
reduced to the modulation of the probability of exposure
to traumatic events itself. The factors that determine who
is exposed to many traumatic events and who manages to
flee to secure places may depend on pre-trauma psycho-
logical factors. Further studies with war-populations
should examine whether the exposure to traumatic events
only depends on uncontrollable external factors or
whether individual factors contribute to a person's ability
to seek safe places.
Conclusions
High levels of trauma exposure is found in populations
affected by civil war. We show that PTSD, the major psy-
chological consequence of war events, is linearly corre-
lated with traumatic exposure, thus explaining the high
prevalence rates of PTSD generally found in war-torn soci-
eties. These findings highlight the need for reducing the
frequent exposure to traumatic events by preventing wars,
controlling the violence in wars, and providing safe and
stable living environments for refugees. At the same time,
the presence of high numbers of PTSD cases requires the
implementation of individual and community based
treatment programs. Given very limited resources in refu-
gee communities, these centers must be created to provide
short-term care and must be manageable by local person-
nel [18,19]. The provision of appropriate mental health
assistance is necessary to break the vicious cycle of vio-
lence and psychological morbidity.
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